Abstract A 25 year old, human immunodeficiency virus (HIV) seropositive, severe haemophilic patient was treated for suspected Pneumocystis carinii infection with high dose intravenous cotrimoxazole and subsequently with prednisolone. When he improved he was discharged on oral treatment only to return two days later, extremely unwell, with headaches, fever, sweats, tachycardia and hypotension. A lumbar puncture showed modest neutrophil pleocytosis but despite empirical antibiotic treatment with intravenous benzylpenicillin and cefuroxime he continued to deteriorate. Culture ofcerebrospinal fluid subsequently grew Enterococcus faecalis that was resistant to trimethoprim and sensitive to ampicillin, rifampicin, and vancomycin. After a change in treatment to intravenous ampicillin and rifampicin he dramatically improved. Enterococcal meningitis is rare in adults but important to recognise and treat appropriately in view of its high mortality and relative resistance to antibiotics. In our case the combination of HIV infection and previous treatment with antibiotics or steroids, or both, were probable predisposing factors. with 10 x 106/l polymorphs, no red cells, and no organisms on the Gram stain. Blood and urine cultures were sterile, the chest x-ray picture remained normal and an echocardiogram showed no evidence of endocarditis.
He was treated initially with intravenous benzylpenicillin 1 2 g four times a day, cefuroxime 750 mg three times a day, and intravenous colloid, but he deteriorated with a fever of 41°C. Culture of cerebrospinal fluid subsequently yielded Enterococcus faecalis that was sensitive to ampicillin, rifampicin, and vancomycin, but resistant to trimethoprim, chloramphenicol, and ciprofloxacin, and his treatment was changed to intravenous ampicillin 2 g four times a day and rifampicin 600 mg daily. He improved rapidly with resolution of fever and tachycardia and considerable improvement of his headache within a further 36 hours.
Enterococci are a normal inhabitant of the gut flora. Enterococcal meningitis is well recognised in neonates,3 but in adults it is rare. It has been reported after endocarditis and in ill patients with bacteraemia and urinary tract infection. Other predisposing factors include neurosurgical procedures, central nervous system defects such as spina bifida, and previous prolonged antibiotic treatment.'
A common finding has been a low neutrophil response in the cerebrospinal fluid. The pathogenesis in our case remains unclear, although there were a number of predisposing factorsinfection with HIV, recent steroid treatment, and a possible preceding viral infection. Stool samples from days 1, 3, and 5 were retested with the RotaScreen test, examined by electron microscopy, and tested with a
